The ramifications of recent health policy actions for cardiovascular care of women: Progress, threats, and opportunities. Permalink https://escholarship.org/uc/item/7422037f Journal Clinical cardiology, 41 (2) Women's health and well-being are shaped by a combination of healthcare policies that impact the type of health insurance coverage they benefit from, as well as access to preventive, screening, and treatment services. Furthermore, more distal policies, such as those that pertain to housing, education, and employment, as well as social determinants of health, such as issues of socioeconomic status and women's status in society, also impact their cardiac health. Before the passage of the Affordable Care Act in 2010, women were at greater risk of facing barriers to coverage, reflecting gender rating and the higher likelihood of the existence of preexisting health conditions such as a previous pregnancy. The ACA made substantial progress in responding to women's health needs by expanding the numbers of low-income groups eligible for Medicaid (for the 32 states and Washington, DC that expanded the program) and other subsidized healthcare, as well as access to preventive health services. Although health reform efforts to eliminate the ACA failed in 2016, the administration and Congress are using a variety of channels, including the new Tax Cuts and Job Act, to implement policies such as the elimination of the individual insurance mandate, as well as the elimination of premium subsidies, that will likely impact women differentially, potentially undoing the progress that has been achieved over the past decade.
| INTRODUCTION
Women's health and well-being are deeply shaped by a combination of public policies. These include proximal policies such as health insurance coverage and access to care, regardless of a patient's gender, economic profile, and where they live. These policies, in turn, shape the types of opportunities women have to receive effective primary and secondary prevention, disease management, and treatments for heart disease. Women's health is also shaped by distal policies, for example, those aimed at increasing access to smoke-free environments and heart-healthy foods that prevent a variety of health problems, including heart disease, before they become problematic and expensive to treat. Other distal factors include educational opportunities, employment training and practices, family leave policies, housing policies, and overall environment, for example, quality of air, safe communities for physical activity, and exposure to toxins. 1 Increasingly, society also recognizes the insidious impact of additional factors, such as income inequality in salary structures, social immobility, racism, conscious and unconscious bias, sexual orientation discrimination, and women's social status and overall position in society, on women's health. 2, 3 In 2008, approximately 19 million women between the ages of 18 and 64 years old were uninsured. A Kaiser Family Foundation survey found that 56% of uninsured women did not receive needed care due to cost, whereas only 13% of women with health insurance cited cost as a barrier to receiving the care that they needed.
The survey also concluded that women without insurance coverage often received a lower standard of care and had poorer health than those who had insurance. 4, 5 Cardiovascular outcomes for low income and minority women are poorer than their white female and all male counterparts, and is likely in part due to insurance coverage. 6, 7 Chronic health diseases and conditions, such as heart disease, cancer, and diabetes, have been the leading cause of death for women. Nearly half of all adults-133 million people-have a chronic illness, and half of those have 2 or more chronic conditions. 8 Thirtyeight percent of women suffer from 1 or more chronic diseases, compared to 30% of men. 9 As a result, approximately 75% of all US healthcare dollars relate to the treatment of patients living with chronic conditions. 10 Traditionally, extensive disparities have existed in women's access to preventive services, health insurance coverage, and access to care. Furthermore, elder and long-term care issues affect women more often because they live longer, have higher rates of disability and chronic health problems, and have lower incomes than men on average. This places women at greater need for federal, state, and community resource policies such as Medicaid and Medicare coverage. 11 With the passage of the 2010 Patient Protection and Affordable Care Act (ACA), a policy window provided women a pathway to improve their overall health and well-being, including many that directly impact women's cardiovascular health. As a result, the ACA extended coverage to some 21 million, mostly low-income Americans, including millions of children. 12 It was largely paid for by 2 tax increases on the wealthy-a 3.8% increase on their capital gains taxes and other investment-related income, and a 0.9% surcharge on their Medicare taxes. These tax increases, along with the increased government expenditures required to provide extended coverage of the US population, represent major reasons why Republicans have wanted to repeal the ACA since its inception. 13 Today, many of the ACA insurance mandates, coverage, and essential benefits for a variety of pre- 
| WHAT WAS BUILT INTO THE ACA FOR WOMEN TO EVEN THE PLAYING HEALTH INSURANCE FIELD?
The ACA made several fundamental changes in who was eligible for health insurance coverage, many of which directly impact women's health status. First, the ACA added provisions that allowed more people to gain coverage regardless of their health status. Thus, starting in 2014, private insurance plans no longer were able to deny coverage to women based upon a preexisting condition, which included such conditions as a previous pregnancy or a depression diagnosis.
Second, the practice of charging women higher premiums in the individual insurance market, known as gender rating, was also prohibited. Previous studies indicate that women were often charged between 10% and 50% higher premiums than men. 15 Third, the ACA required all new individual and small group health plans (sold both outside and inside state and federal exchanges) to cover a range of essential health benefits. Essential health benefits include services that are especially relevant to women (Table 1) .
Coverage under Medicaid expansion also was required to be equivalent to essential health benefits. 16 Fourth, health insurance coverage was dramatically changed for the most vulnerable populations as a result of Medicaid expansion to nonpregnant, low-income populations, implemented in 32 states and the District of Columbia, assuring a substantial change in women's access to care. This federal-state partnership allowed for the removal of the cap for federal funds for the Medicaid program. 17, 18 Fifth, the ACA made major changes in federal subsidies to assist individuals and their families with incomes up to 400% of the federal poverty guidelines ($94,200 for a family of 4 in 2013) who purchase private insurance. This effort recognized the wide variability in the proportion of uninsured women ages 18-64 years across the country who would be eligible for such subsidies, for example, as high as 50%
in New Hampshire and as low as 29% in New Mexico. 11 Sixth, the ACA prohibited copayments or coinsurance for specified preventive services relevant to both men and women for heart health, including annual well visits, tobacco screening and cessation interventions, aspirin for heart disease prevention and blood pressure, diabetes, and lipid screening. 19 Each of these components built into the DNA of the ACA has contributed to improvements for women's health coverage. For example, between 2013 and 2015, the uninsured rate among women fell from 17% to 11% among women ages 19 to 64 years, a record low. 20 The availability of women accessing an annual preventive health visit, without copayments or deductibles, provided a platform for early screening and detection of high blood pressure and other health conditions relevant to cardiology. As a result, in 2016, 55 million women benefitted from this array of preventive health services without cost sharing. 21 It is noteworthy that although significant progress was achieved in expanding health insurance coverage, 1 significant group was either delayed in their ability to gain coverage or was permanently Programs. 23 The training programs support workforce development and prevent local workforce shortages, spanning nursing assistant and home health aide training through primary care residency training. 24 
| CURRENT STATUS OF HEALTHCARE REFORMS
Although Congress' efforts to reform healthcare were unsuccessful in 2016, a variety of Trump administration policy decisions have greatly contributed to weakening the progress that has been made in meeting the myriad health needs of women. First, the administration eliminated cost-sharing subsidies that helped to lower the cost of insurance in the private marketplace, particularly for those who are not eligible for premium subsidy support. This subsidy, estimated to be $51 billion in 2017, represented an important lifeline to health insurance coverage for millions of Americans. 25 The lack of subsidies is anticipated to result in health insurance market destabilization, contributing to increases in insurance premiums to offset the loss of the payments, and the potential exiting of insurance companies from the healthcare marketplace. 26 Second, efforts to undermine the ACA include the elimination of which would be redeployed to help pay for the proposed tax cuts as a way to generate federal savings to stay within the requirement to not exceed a $1.5 trillion reduction in federal revenue. 28 According to the Congressional Budget Office (CBO), there would be an anticipated 10% increase in premiums in the individual market in most years over the next decade, as well as an estimated 13 million fewer people covered by health insurance by 2027. 29 This would likely occur as "healthier people would be less likely to obtain insurance and because, especially in the nongroup market, the resulting increases in premiums would cause more people to not purchase insurance." 29 As a result of the dramatic increase in the number of the uninsured, there will likely be an increase in the incidence of uncompensated care. The provision is also likely to reduce total reimbursement to safety-net providers, potentially handicapping their ability to invest in delivery-system improvements, such as telehealth or team-based care, which have been shown to improve timely access to care. This roll-back in the numbers of individuals who currently have Medicaid and health insurance through state and federal exchanges is particularly challenging in light of the 28 million who remain uninsured across our country, especially in rural and southern parts of our country. 30 Since the ACA and Medicaid expansion took effect, researchers [31] [32] [33] have been tracking the effects of expanded coverage on Americans' financial well-being. Recent findings suggest that gaining Medicaid coverage is associated with declining medical debt, fewer personal bankruptcies, improved credit scores, and reduced reliance on predatory lending practices. For example, using a nationally representative panel of 5 million credit records, 33 it was found that the expansion "reduced unpaid medical bills sent to collection by $3.4 billion in its first two years, prevented new delinquencies, and improved credit scores." The study also found "approximately 50,000 fewer bankruptcies over the first two post-reform years." 33 This is key as credit scores can determine whether someone is approved for an apartment, mortgage, car loan, cell phone plan, or credit card, and what interest rate or security deposit they must pay. The scores are also often used to determine how much someone pays for home or auto insurance. 34 A second significant policy ramification is even more threatening to women's health. The anticipated cuts in federal taxes will likely trigger a crisis by exacerbating the challenge of meeting the financial obligations for Medicare and Medicaid. 28 over the next 10 years (representing a 25% cut to this program). 28 Apart from PAYGO maneuvers, the sheer size of the tax cuts will necessitate future budget decisions during which additional health programs or health funding could be cut. Given that the bill is projected to expand the deficit by $1.5 trillion, and Speaker Ryan and others are calling for additional future entitlement reforms, the tax bill will create pressure regarding where to invest limited (and potentially declining) tax revenue. 28, 35 The effect of the federal tax reform legislation on federal healthcare programs is comparable and potentially even more damaging than the Trump administration's actions to sabotage the ACA. 28 Third, although distally influential for women is the CBO calculation that the Tax Reform and Job Act will dramatically contribute to our country's rising income divide, with the likelihood of a major impact upon the nation's health. The redeployment of public funds to private business interests, with the top 1% of income earners deriving approximately half of the federal tax reductions, and the lack of substantial tax relief for lower and middle classes, would further increase our nation's income inequality, a key social determinant of health that contributes to poorer health outcomes. 36 Thus, close monitoring of how these policy decisions impact economic and health outcomes is needed. The lack of system equity, with higher value placed on the wealthy as compared to investments that would help those with low income, the disabled, and the elderly access basic healthcare, raises a variety of ethical issues, particularly as the tax policy will cause a dismantling of a long history of over 50 years of federal health policy investments. 28 
| CONCLUSION
Increased awareness and advocacy by the public and providers will be required to preserve these important benefits and programs. 14, 37 Women's health, particularly in women who are managing a chronic health condition, is deeply impacted by the ability to benefit from having stable health insurance coverage, along with high-quality healthcare coverage. As a nation, we also need to recognize the importance of primary prevention such as adoption of the new clinical guidelines pertaining to hypertension. As the country implements a number of major policies, we need to recognize those that are directly impacting healthcare coverage and access to care (proximal), as well as those distal actions that also shape the lives, health, and well-being of women and their families. The American College of Cardiology developed a series of principles for healthcare reform in February 2017 that are relevant as our country continues to debate ways to better manage healthcare resources. 38 These principles include preventing the loss of healthcare coverage by assuring access through public and private programs; guarantees to affordable coverage options for patients with cardiovascular disease or other preexisting medical conditions; improving access to and coverage of preventive care; expansion of the nation's investment in research, prevention, public health, and disease surveillance; maintaining a firm commitment to patient-centered, evidence-based care; and minimizing barriers to the delivery of efficient, high-quality cardiovascular care in all practice settings. These principles continue to be relevant as major policies are shaped and implemented by policymakers and are key in furthering the agenda to improve the health of women.
